Cecal bascule is a rare type of volvulus of the colon and requires a mobile cecum and ascending colon, which could be due to congenital or acquired anatomic abnormalities. Inflammatory conditions that cause acute changes in colonic mobility or motility may contribute to development of volvulus, as described in other types of colonic obstruction. Patients with risk factors for a mobile proximal colon presenting with obstructive symptoms should undergo prompt diagnostic evaluation for volvulus to allow for timely intervention. We report an unusual case of invasive cytomegalovirus colitis presenting as cecal bascule in a kidney transplant recipient.
INTRODUCTION
Cecal volvulus is defined as the rotation or torsion of a mobile cecum and ascending colon, representing 1%-3% of all large-bowel obstructions. 1 Cecal bascule is the rarest of the 3 types of cecal volvuli and involves an upward, anterior folding of the cecum rather than the axial twisting in the torsion-type cecal volvuli. 2, 3 Typical risk factors include congenital mobile cecum, peritoneal adhesions, bowel atony, pregnancy, or Hirschsprung disease. 1, 4, 5 There are case reports, especially in the pediatric literature, describing other types of colonic obstruction in association with diverticulitis, inflammatory bowel disease, gallstone ileus, appendiceal mucocele, endometriosis, and Mycobacterium tuberculosis that may affect colonic mobility to a sufficient degree to cause rotation or torsion. [6] [7] [8] [9] [10] To our knowledge, there are no reports in the current literature of cecal volvulus associated with inflammatory or infectious etiologies in adults.
CASE REPORT
A 51-year-old man with a medical history of end-stage renal disease due to immunoglobulin A (IgA) nephropathy requiring 2 kidney transplants presented with 3 days of progressive lower abdominal pain. Notably, he had a history of paralytic ileus with cecal dilation up to 13 cm during the immediate postoperative period after the first kidney transplant 10 years prior, treated successfully with conservative management including neostigmine and rectal tube decompression. His immunosuppressive regimen included mycophenolate mofetil, tacrolimus, and prednisone. Initial abdominal computed tomography (CT) showed findings suggestive of mild uncomplicated sigmoid diverticulitis, and he was subsequently discharged home on oral antibiotics. However, he returned to the emergency department the next day with worsening periumbilical and lower abdominal pain. This time, abdominal plain film showed cecal dilatation up to 20 cm suggestive of volvulus. Repeat abdominal CT confirmed a distended proximal right colon folding on itself with an appearance suggestive of a cecal bascule ( Figure 1 ). On serial abdominal examinations, the patient developed worsening diffuse abdominal tenderness and mild distension. He was subsequently taken to the operating room where he underwent endoscopic decompression, followed by exploratory laparotomy with right hemicolectomy and end ileostomy. Gross examination of the resected bowel showed dilated cecum and ascending colon with atrophic, edematous mucosa and multiple areas of ischemia and ulcerations.
Pathologic review and immunohistochemical stain revealed extensive invasive cytomegalovirus (CMV) colitis throughout the colonic mucosa with involvement of 4 lymph nodes and extensive CMV inclusions ( Figure 2 ). Serum CMV DNA titer was high at 4,188,270 copies/mL. Although invasive CMV colitis is typically seen with reactivation or exacerbation, his CMV colitis was suspected to be an unusual case of a recent primary infection, as he had no history of previous CMV exposure based on negative CMV serologies in both the donor and the recipient before and after the second kidney transplant. He completed 3 weeks of 2.5 mg per kg per dose of intravenous ganciclovir every 12 hours for induction therapy (dose adjusted for renal impairment), followed by 6 weeks of 900 mg of oral valganciclovir twice daily with good clinical and serologic responses.
DISCUSSION
This case deserves mention for a few reasons. First, it highlights the importance of early recognition of cecal volvulus to allow for timely surgery and good outcome. The initial choice of a diagnostic study should be an upright abdominal plain film to evaluate for pneumoperitoneum, which, if present, requires immediate surgery. Clinically stable patients with evidence of cecal volvulus but no pneumoperitoneum on a plain film should undergo abdominal CT to confirm the diagnosis, locate the level of obstruction, and assess for bowel compromise. 11, 12 Cecal volvulus is managed primarily via surgery, and the surgical approach may vary depending on patient stability. 13, 14 Delayed diagnosis or treatment of this condition may lead to serious, potentially life-threatening complications such as bowel ischemia, necrosis, or perforation. Second, this case suggests that CMV, in addition to causing diarrhea, may have additional effects on colonic mobility and motility that could lead to pseudo-obstruction and volvulus. As depicted in this case, patients with known risk factors such as previous abdominal surgery and peritoneal adhesions may be more susceptible to rotation or torsion of the mobile colon in setting of acute changes in colonic mobility due to a second infectious or inflammatory process. For immunosuppressed patients with acute obstructive symptoms, testing and treating for CMV should be an early part of the workup.
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